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In 1924 under the auspices of the Heretics, a society at Cam-
bridge, were published two small booklets. One, Daedalus or
Science and the Future, by J. B. S. Haldane, pictured, perhaps too
optimistically, and certainly too vividly, the vast beneficent poten-
tialities of science and the blessed world it might create. The other,
Icarus, or the Future of Science, by Bertrand Russell, pointed out
the hatred towards science that might develop, despite its potenti-
alities for good, if means were not found to make its benefactions
available to the great mass of the population and if its powers were
diverted to the enslavement and destruction of man. The challenge
to scientists expressed in these brief essays was never more relevant
than it is today.
The problems of medicine differ from those of other pursuits
only in that they are more "sicklied o'er" with sentiment. There is
no doubt that science is daily increasing the potential benefactions of
medicine, but that no way has been found to extend these benefits
to the great mass of the people in this country. It is equally true
that food is being strangled unborn or thrown to waste while people
go hungry; Iowa burns corn while Pennsylvania starves from ina-
bility to eat coal. Why then, ask physicians, should there be so
much greater clamor for provision of medical care than for provision
of other more urgent necessities: food, clothing, and shelter? Even
from the standpoint of health these latter are quite as essential as is
actual medical care. The answer must be sought on the emotional
plane. That a considerable proportion of the population should be
continually suffering from want of the necessities of life is accepted
with equanimity with the benediction, "the poor we have always,
with us"; but let an epidemic of moderate proportions threaten a
far smaller fraction of the people and all the resources of the com-
munity are mustered to combat the menace. Our hospitals and
clinics are signal evidence that the public places medicine in a unique
position on a plane near education. It builds no institutions to pro-
vide other necessities for all who may demand them. By mutual
agreement between physicians and the public, medicine has been
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boast of physicians that their services will never be denied to anyone
merely because he can not pay: not quite the accepted code of grocers.
This was not an entirely empty boast when the practice of medicine
consisted chiefly of personal services that required a minimum of
equipment. Now that medicine has become a complex procedure,
involving expensive apparatus and facilities and expert assistance, it
is no longer feasible to offer limitless gratuitous care; the manufac-
turers of apparatus and facilities live under the grocers' code.
Both physicians and laymen who have given the subject thought
agree, on purely financial grounds, that the medical profession, even
with the aid of private philanthropy from other sources, can no
longer support the burden ofproviding free care to the needy. But,
because cost has been made the dominant issue, physicians and the
public find that their interests are apparently opposed, like those of
any commercial bargainers. The real issue, in which they have a
common interest, the provision of more and better medical care, is
drowned in the irrelevant clamor of controversial propaganda.
Social security enthusiasts tout the formula of compulsory contribu-
tory sickness insurance as a panacea for all the problems of health,
although experiment has proved, what could have been logically
predicted, that it can serve the needs of only a limited part of the
population. Moreover, they tacitly imply that people will have
medical care if money is given to pay for it, as if access to a physician
insured service. They set up scales of premiums and benefits with-
out relation to costs, which can not yet be estimated. Perhaps less
animosity to reorganization might be aroused among the members
ofthe medical profession iflaymen would take more pains to express
appreciation of the fact that costs of medicine have risen for the
doctor as well as for the patient. A group that takes especial pride
in its altruism, even if it be partly by rationalization, resents the
charge ofprofiteering. Moreover, the increasing demand for reduc-
tion of costs without consideration of the quality of medicine arouses
fears that the public is chiefly interested in cheapening medicine.
In this situation, the medical organization itself, instead of
grasping the opportunity to secure public support for programs
directed toward improvement of the quality of medical care, has
centered attention upon costs by setting up certain limitations to
experimentation that appear to the people to be aimed only at the
protection of vested interests. It has insisted that all projects
undertaken must conform to the pattern of competitive private prac-
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tice with remuneration by the method of fee-for-service and with
free choice of physician.
As usual, in such emotional controversies, facts are at a discount.
Yet facts, even in the social and economic fields, have an inevitable
way of expressing themselves. As the complexities of medicine
have increased and old methods of practice have proved imprac-
ticable, the old order has already been transformed more than the
contestants appreciate. For a long time medicine, especially for
the less wealthy classes of the population, has been gradually mov-
ing out of offices and homes to hospitals and other institutions, where
the necessary facilities can be made available efficiently and econom-
ically. In these institutions medical care, often of high quality, is
provided for the needy. It has been estimated that 50 per cent of
the people of New York City by such means receive some or all
of their care at public expense. In the allocation of the costs of
such care, philanthropy or government assumes responsibility for
capital expenditures, materials, and board and lodging of patients;
but, for the most part, physicians' services go unremunerated. It
is not only inequitable, but undignified that the members of any
community should complacently assume to shuffle off their obliga-
tions upon the members of one professional group. As the burden
grows it becomes more and more intolerable. On the other hand,
if the public is to pay the medical bills, as I am convinced it will
ultimately have to, it should preserve the economies and efficiencies
that have been gained by centralization of personnel and facilities.
In the wards and dispensaries of hospitals competitive practice with
fees for service as well as free choice of physician do not exist. To
apply these principles to such institutions would be a retrogressive
innovation.
Always personal services to the needy sick have been given most
freelyby those who could least afford it, the young doctors and those
who practice in poverty-stricken areas. The impression that over-
charges to the rich pay for the care of the poor has not been alto-
gether correct; because what Dr. Furcoat charges Mrs. Dives does
not pay for the care that Mr. Lazarus receives from Dr. Grub. As
medicine has moved to the hospitals the richer consultants may be
giving more time to the poor. However, their philanthropy is
largely vicarious because they are relieved of overhead charges, an
advantage which their poorer brothers do not enjoy. Moreover, by
their connection with the hospital they derive other benefits. These
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institutions are largely supported by private philanthropy or public
funds. Nevertheless, those physicians who have access to them are
permitted to utilize their facilities for private patients without
restraint upon their personal profits. In no other field of activity
that I know is the private exploitation of public philanthropic
resources regarded with equanimity. That it exists in medicine is
no aspersion upon my profession. This custom, an outgrowth of an
era in which hospitals were the final resort of paupers, continues to
be sanctioned by society. It is, however, a datum in the description
of existing medical conditions. The public is becoming increasingly
self-conscious about hospitals and aware of its rights in these institu-
tions, especially with the growth of hospital insurance. It is begin-
ning to question the proprietary assumptions of physicians and to
insist that the hospitals recognize their fiduciary relation towards
the communities which they serve. As the share of the public in
the support of hospitals increases, this feeling will grow.
In the best hospitals free choice of physician and unlimited com-
petitiondonot exist. The bestelements oftheprofession are agreed
that theycan notunless standards of care are todeteriorate. Instead
of placing primary emphasis upon questionable principles, physicians
should join with the public in efforts to enlarge participation of
doctors in hospital activities according to their competence and their
utility to the community, and to prevent these institutions from
becoming vested interests of individuals to be exploited for their
private gain.
As the aim of medicine has gradually turned from treatment of
disease to prevention, it has become increasingly evident that com-
petitive private practice with remuneration by fee for each individual
service is an unsuitable vehicle. Preventive medicine must begin
while people are well, not wait until they are suffering from disease.
Recognition of this fact is seen in the steady encroachments of public
health services upon the province of medicine. Once confined to the
control of sewage, water supplies, and food, these services have now
undertaken not only the prevention, but the treatment of contagious
and infectious diseases. Nutritional disorders and industrial diseases
seemlikely to followunder theimpetus ofpopular agitation, perhaps
accelerated by the present emergency. By this gradual process of
attrition the practice of medicine is steadily narrowing. Although
anything that leads towards a preventive orientation is desirable,
such a categorical approach has distinctly undesirable features. A
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system of medicine with separate machinery for each disease or each
category of diseases is far from ideal; yet this is the direction in
which public health usurpation must lead unless it can be consoli-
dated and coordinated with medicine.
If the growth of medical services for the indigent, the increasing
use of hospitals, and the expansion of public health activities are
considered in aggregate, it seems hardly appropriate to speak of the
socialization of medicine in the future tense. If the opprobrium of
the word could be forgotten, as it has been in the case of public
education, it would be safe to say that the socialization of medicine
is a little more than imminent. The question is not will we have
it, but how will we take it?
Within the boundaries of the United States may be found medi-
cine equal or superior in quality to any in the world. Under the
influence of science weapons for prevention and treatment of disease
are appearing with ever increasing acceleration. This is used by
organized medicine as the strongest argument for retention of the
present system of medical practice, with the implication that this
system is responsible for the rapid tempo of medical progress.
Examination of scientific medical literature, however, reveals that
the world is becoming yearly less and less indebted to private prac-
titioners of medicine for scientific contributions, especially those of
a fundamental nature. More and more these are coming from men
working on salary in institutions, often enough without even the
benefit of an M.D. degree: physiologists, biochemists, or more
remotely still, physicists and chemists. The physician is being
rapidly relegated to the position of entrepreneur, displaced from the
honored privilege of making medicine to the role of distributor.
This is, of course, only the medical equivalent of that general symp-
tom of industrial disorder, the elevation of the shopkeeper and the
degradation of the artisan. This movement can not be stemmed, I
believe, unless the present system of individualized competitive
private practice is abandoned.
Not more than two generations ago it was feasible for a single
individual to offer to his patients medical care of good quality. The
skills involved were relatively few; the facilities required to imple-
ment them, which constituted capital expenditures, were propor-
tionally small and, therefore, within the capacity of a person of
moderate means. In addition, the practitioner needed no more
fundamental scientific knowledge than could be expected of a moder-
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ately well-educated person with reasonable intelligence and industry.
As an illustration of the transformation which medicine is under-
going, it is a little less than thirty years since practical quantitative
chemical methods were made available to clinicians; only at a much
later date did they become accepted diagnostic instruments. Up to
this time little chemistry was required by the physician; when it
suddenly became essential he had not the training nor the time to
assimilate it, he could only grasp at rules of thumb which would
enable him to apply the new tools empirically. At the present time,
the great majority, even of those who are teaching clinical medicine
in our best medical schools, have but a scanty knowledge of the
chemical and physiological principles upon which their diagnostic
and therapeutic procedures depend. High-minded as they may be,
for these clinicians visiting the wards and dispensary and teaching
must be secondary to making a living in private practice; between
the two little time is left for self-development. If we are to have
medical care of the highest quality these conditions can not persist;
we must have physicians who know what they are doing, not only
know about it. This will require a better preliminary training in
the fundamental sciences and opportunity for continuous educational
development. No amount of bed-side manner can compensate for
lack of scientific knowledge. At best this manner is a compound
of human sympathy andgentlemanlyculture that shouldbeassumed.
At its worst it is an attribute shared with salesmen and charletans.
Medical education is, however, already longer and more expen-
sive than any other type of education. Four years of college, four
years of medical school and a year as intern are coming to be minimal
requirements. Those who wish to achieve distinction or to perfect
themselves in aspecialty must add from one to six years as resident in
a hospital. During his internship and residency the young physician
is actively engaged in caring for the sick of the community, but his
remuneration, if he receives any, never rises above a subsistence
wage. From the very outset his educational efforts are prejudiced
by the fact that the only career open to him will probably be private
practice. The basic sciences seem to him only disciplinary hurdles
delaying his entrance to practical clinical activities. He little real-
izes that these practical things are only immediately exploitable,
while knowledge of the basic sciences will furnish a firm foundation
upon which study and experience may build a lasting structure.
Even if he is possessed of insight he is forced to follow the oppor-
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tunist course because he knows that scientific careers in clinical medi-
cine are few. As intern and resident he must devote so much time
to learning techniques and to urgent clinical duties that he has little
time or strength left for more purely intellectual pursuits. The
atmosphere created by his clinical superiors, his models of success,
moreover, is that of the consulting room rather than an institute of
learning: thebest areinterested in observation ofdetail, not searching
inquiry. If this budding physician is one of the few who elect to
tarry for a time in investigative work, he tends to concern himself
with trivial problems, dealing with techniques or the mere correla-
tion of variables, because he knows his time is short.
There is much talk of the evils of specialization; a tendency to
mourn the loss of the old family practitioner. The elimination of
this engaging figure has been the product of social as well as tech-
nological changes. As our population has become more mobile and
as its service facilities have condensed into urban centers, there has
been a gradual rupture in every walk of life of ties between family
or personal and professional or commercial relations. The position
of the family physician can be restored only by a reversal of this
whole social movement. This is not possible, even if it were.
advisable. There must be differentiation according to skills in any
occupation as highly developed as medicine. Technical proficiency
of the highest quality can be attained only through specialization.
Under the present system, however, since the greatest rewards in
medicine go to technical experts, a premium is placed upon the
development of manual dexterity rather than upon the theoretical
learning without which the exercise of such dexterity may be
dangerous.
The most valuable experience of the whole educational period
is the association with a group of individuals, with varied skills and
special knowledge, laboring cooperatively in their ministrations to
the sick. The student learns that such coordinated efforts assure
better care to the patient by facilitating access to all the resources of
medicine, and by subjecting the physician to continuous critical
contacts with his peers, which are bound to have a stimulating educa-
tional effect. Paradoxically those who instil these doctrines by pre-
cept are often the most ardent defenders of the system of competitive
practice that violates them. At present few would deny that the
most exemplary medical care in this country is found in hospitals
connected with teaching institutions, or, like the Mayo Foundation,
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conducted on the principle of group practice. In most of these,
however, quality of work is uneven and coordination of activities far
from perfect because too much dependence must be placed, especially
in outpatient departments, upon part-time clinicians who can not
maintain intimate contact with the investigation and teaching of the
institution. It is not uncommon to find the outpatient and inpatient
departments working on such entirely different principles that the
patient admitted to the hospital from the dispensary for intensive
study, when he returns to the dispensary reaps no advantage from
his period of hospitalization. Patients may even be deprived of
the benefit of new diagnostic and therapeutic procedures that have
been developed in an adjoining laboratory.
In clinical medicine alone of the great branches of learning,
fluidity in the educational system is lacking. Constant motion and
transfer of personnel, with its invigorating influence, is possible only
if teaching and investigation are independent careers, not merely
avocations for private practitioners. You may say, what of full-
time medicine? This has been more a symbol than an actuality.
Seldom does it include more than a few persons in a clinical depart-
ment, a handful of administrators and a few neophytes. Contribu-
tions from the philanthropic foundations have gone and will continue
to go to physical equipment and to the support of projects, not to
the development of men. The latter in these projects are only
tools. The projects themselves are not correlated with educational
programs. Departments, in order to secure grants, are often forced
to distort their natural growth, to divert their efforts into new chan-
nels for reasons of expediency. The investigative work under these
projects is conducted by a group of transients without responsibility
for the work of the department as a whole.
The greatest waste in the system, however, comes from training
young men above their seniors, teaching them to work in close con-
junction with their fellows and with the aid of every modern facility,
only to throw them at the moment when they are approaching their
greatest usefulness into solitary offices to struggle in competitive
practice. There are patients who need them, there is investigative
work crying to be done; but there is no means of bringing physicians
and work together. By the time the young practitioner has won his
way to the position which gives him access to the facilities he requires
for the proper treatment of patients and for the exercise of pro-
ductive efforts, he has fallen too far behind in the intellectual and
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technical race to be of value and has accumulated too many responsi-
bilities to alter his course of life. It is especially dangerous for
those who have become specialists to work in isolation. There can
not properly be competition between persons practising different
specialties. But the present system fosters just such competition;
it discourages cooperation and consultation. It encourages the
expert to practice his particular technique for its own sake in a
vacuum. When physicians become so highly specialized that they
never see more than one small portion of a patient, and that only
at the end of some optical gadget, they can not safely be permitted
to pursue their activities uncontrolled. There can be no certainty
that these will be conducted with due regard for the patient as a
whole.
I have said that medical education is the costliest type of educa-
tion; it is costly not only to the student, but also to the medical
schools. Patients are essential for clinical teaching and investiga-
tion, and patients require care. The medical school, therefore, must
support hospitals and dispensaries with sufficiently large staffs not
only to carry on teaching and investigation but also to administer to
the medical needs of the sick. Rightly the cost of medical care
should fall upon the community which profits from it. At present
thepublic, bygifts or through governmental agencies, pays avariable
part of the maintenance costs for patients; seldom does it pay for
medical services. If it would assume the whole of its rightful
burden it would be possible for the medical schools to pay their
clinical teachers salaries that would enable them to devote more or
all of their time to their university and hospital duties. More men
could prolong their education; young doctors could continue to
grow. Medical care in these teaching hospitals would improve and
with it, through example, the quality of education.
What a gorgeous experiment in both the scientific and the social
fields of medicine this would be! But organized medicine blocks
the door to this or any similar experiment by insisting upon free
choice of physician and payment by fee for service. Such an experi-
ment could not be instituted in a spirit of personal competition for
fees. Competition would have to be on the plane of accomplish-
ment and service. Remuneration would have to be by salary, pro-
portioned to the value of each person to the enterprise as a whole.
Patients could not enjoy free choice of physicians for similar reasons.
There is something exhilarating in the word "free"; the more real-
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istic word "random" has less glamor. What adequate criteria for
choice has the average citizen? Would not his interests be better
served if he could have the benefit of expert authority in his selec-
tion? That he is recognizing his position in this respect is evidenced
by his growing tendency to place his confidence in medical schools
and hospitals, rather than in individuals.
To claim that payment by salary is undignified or demeaning is
an unwarranted aspersion upon the great majority of the American
people. To assert that physicians are so much more venal than
members of other professions that they will give their best only for
a fee is a calumny. Salary payment might allow more of them to
join the ranks of those who are improving the healing art. But,
if care at public expense is contemplated, there is another cogent
argument against payment by fee. When the individual who
receives a service is personally responsible for payment of a fee, a
proper bargaining relation is established. It is to the interest of
the patient to limit the service in order to reduce the fee. When a
third party, public orprivate, bears the cost, this relation isdestroyed.
The interests of patient and doctor are now united to increase service
and costs together. Although the majority of physicians and
patients might not take advantage of this situation, any system which
puts a premium upon chicanery and connivance is inherently vicious.
Attention has been focussed on medical schools because it is
logical to look to them for solutions to the problem of medical care;
they are the natural sources of experimentation. But every hospital
inthis country has theopportunity to launch this kind of experiment;
every hospital has in it the nidus of an educational institution and a
medical center for its community.
Care of the medically needy will not cease; there is every indi-
cation that it is continually increasing, that a greater proportion of
the population is receiving steadily a larger measure of service.
Labor and welfare organizations throughout the country are clamor-
ing for general health programs and are gaining the support of
industrialists. Medicine is drifting to hospitals at the expense of
office practice. Efforts of the medical profession should be directed
not to check or distort, but to lead a movement that is as appropriate
as it is inevitable. The public must first be taught that it can no
longer expect physicians to give free medical care to all the needy
of the community, if at the same time it desires the quality of service
to be improved. It must be taught that medicine is more than a per-
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sonal service, that a hospital is more than a hotel, that the tools that
medicine needs must be provided generously. It must learn to give
more for education and investigation; to appreciate the importance
of accelerating the course of medicine as a whole into preventive
channels. This will require that the medical profession present to
the public programs which can reasonably be expected to confer
these benefits.
Ifit will not assume leadership alongthese lines pressure groups,
daily increasing in strength and irritated by what seems to them
wilful obstruction on the part of organized medicine, may succeed in
campaigns for wide spread health programs from considerations of
cost only. Heartily as I favor extension of medical care, I am con-
vinced that a solution that does not look beyond expenses to the
machinery by which service may be provided is bound for the
moment to crystallize all the defects of the present system. It will,
to be sure, give more in quantity, but it may delay improvement in
quality. With organized medicine crying for individualized com-
petitive practice and pressure groups for health insurance, the most
probable result will be panel systems like those in force in the British
Isles, which provide exposure of one segment of the population in
offices to practitioners who are enabled to offer to their patients only
the types of personal service appropriate to the last century. If
this happens the trend to centralization in hospitals and to extension
of public health will not cease, but will proceed collaterally. This
can only result in the further scientific disinheritance of medicine.
No community can be expected to assume the responsibility for
supporting a system of public medical care without demanding in
return some measure of control. The thought of such control
immediately arouses fears of bureaucracy and politics. Is it reason-
able to believe that this would be more prevalent in systems effi-
ciently organized and coordinated than it would if the community
undertook to pay all its physicians by fee for their individual
services? The medical profession will be best protected against such
evils, I believe, if it takes the initiative in promoting and supporting
experiments by which formulae may be found to circumvent them.
For the moment social legislation per se has been set aside for
preparedness. But it is becoming increasingly evident that the pre-
paredness program itself involves public health and medicine to care
for mobilized troops, the movements of population connected with
expansion of war industries and to improve the health and efficiency
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of workers and warriors. If old patterns are followed, if new
leaders are not found, the national effort can not be effective. This
is the time for experimentation under expert control, not merely
to open the throttle regardless of waste. Those who know the
methods of science and the principles of production must lead the
way, not stand fearful with those who, like the melancholy Dane
would "rather bear those ills we have than fly to others that we know
not of." This has never been the way of science. This democracy
of which we boast is in a sad way if mention of our government
inevitably summons thoughts of political jobbery and bureaucracy.
Nor can it hope to vindicate itself if it places vested interests above
the public weal. Democracy must find the formulae by which it
can secure coordinated efficiency without the sacrifice of essential
liberties. In medicine it must aim to grant to the public greater
enjoyment ofhealth, tothe members ofthe medical profession larger
opportunities to pursue their chosen calling. What will it profit us
to waste men and resources for defense if we are not alert that what
is done in the present fear of destruction may be so directed that it
will serve the future cause of peace?
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